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N 000; Initial Comments N 000
being treated properly and no abuse is
Complaint investigation #43614, #43681, #43757 oceurring. ‘ '
and #43830 were completed on 2/26/18 - 2/28/18 Findings of audits will be reported to the
at The Waters of Shelbyville, No deficlencles Administrator and DON to follow up on
were clted related to the complaint investigation s GeREETRE TiGaE
under Chapter 1200-8-6, Standards for Nursing ¥ : '
Homes. The IDT consists of the DON, ADON, nurse
managers, Social Service Director, Dietary |
Managerand-Activities Rirector: I
4. The results of these audits will be ;
presented by the Administrator monthly '
to the QAPI committee for further review .
and recommendation until resolution.
The QAP committee consists of the
j Medical Director, Administrator, DON,
v Social Service Director, Activities Director,
Dietary Director, and Maintenance/
Housekeeping Supervisor .
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